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A B S T R A C T
Background: Patients with type 2 diabetes mellitus face several emotional and social consequences of
their chronic illness in their everyday life. Symptoms of distress and depression are prevalent. For
providing psychosocial self-management support, nurses in primary care were trained to identify
patients with psychosocial problems during routine medically-shaped diabetes consultations. However,
detection rates appeared to be strikingly low.
Objectives: Our study aimed to examine patients’ readiness to discuss psychosocial problems with nurses
during diabetes consultations.
Design: A mixed methods design was used in which qualitative data collection was followed up by
quantitative data collection.
Setting: Diabetes care in a regional group of family practices in the south of the Netherlands.
Participants: Type 2 diabetes patients with psychosocial problems, determined by a self-administered
questionnaire.
Methods: First, in-depth interviews (n = 12) were conducted about patients’ experiences with routine
diabetes consultations and their perspective on a biopsychosocial care approach. Based on a qualitative
content analysis, a structured questionnaire was designed to further explore the findings among a larger
group of patients. This questionnaire was completed by 205 patients. The questionnaire included 14
items measuring patients’ agreement with statements about diabetes care and the role of the nurse to
focus on patients’ emotional and social functioning.
Results: The interviews showed that patients view a diabetes consultation primarily as a biomedical
check-up, and do not perceive discussion of psychosocial well-being as an integral part of diabetes
management. More than 90% of the sample showed a positive attitude towards current diabetes
consultations. Patients’ intentions and perceived needs regarding a biopsychosocial care approach of the
nurse were variable. Younger patients seemed more open to discussing psychosocial problems with the
nurse than patients over 65. Patients’ openness to discussing psychosocial problems was not significantly
(p < 0.05) associated with the nurses being trained in the biopsychosocial self-management approach.
Conclusion: Patients see primary care nurses primarily as specialists regarding the biomedical
management of diabetes. Although patients seemed to support the ideal of integrated care, they did
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systematic detection of patients with psychosocial problems in diabetes care requires endeavours to
make patients acquainted with the new role of the nurse.
ã 2016 Elsevier Ltd. All rights reserved.What is already known about the paper?
 Self-management support is a key component of effective
diabetes care.
 Nurses in the family practice can play a crucial role in promoting
patients’ self-management skills.
 The routine care for type 2 diabetes patients is primarily focused
on biomedical self-management tasks.
What this paper adds
 Patients see a diabetes consultation primarily as a biomedical
check-up, and don’t expect a discussion about psychosocial
issues with the practice nurse.
 Patients support the ideal of a biopsychosocial care approach of
the practice nurse.
 Patients’ expectations seem to be a vital factor for realizing
biopsychosocial care.
1. Introduction
The transition from a largely acute care model into chronic care
management for the increasing number of patients with chronic
conditions changes the roles of health care professionals. Instead of
prescribing medical interventions, the main focus shifts to a
collaborative approach between health professionals and patients,
aimed at supporting patients in acquiring the skills and confidence
to manage their chronic conditions in their everyday lives
(Bodenheimer et al., 2002). Evidence across multiple chronic
conditions suggests that effective self-management support can
improve patients’ self-care behaviours, health outcomes and daily
functioning (Barlow et al., 2002; Franek, 2013).
In scientific literature, the concept of self-management refers to
patients’ decisions and actions regarding the medical, emotional
and role management tasks (Lorig and Holman, 2003). Such a
biopsychosocial approach of self-management is also crucial in
diabetes care. Patients with type 2 diabetes mellitus do not only
face challenges in daily life with regard to medication and lifestyle
issues. They may also experience emotions like anger, fear,
frustration and depression (Pearce et al., 2013). Research has
shown that symptoms of distress and depression are prevalent
among diabetes patients (Pouwer, 2009). These emotional prob-
lems are associated with a negative impact on glycaemic control,
adherence to treatment, complication rates and well-being (Egede
and Ellis, 2010; Fisher et al., 2010). In addition to the medical and
emotional self-management tasks, patients with chronic con-
ditions have to create new, meaningful social roles (Lorig and
Holman, 2003). Qualitative studies have illustrated the social
demands imposed by diabetes, and the challenges of finding a
balance between diabetes management and living a ‘normal life’
(Hinder and Greenhalgh, 2012; Townsend et al., 2006).
Patients with diabetes are increasingly monitored by nurses in
the family practice. These nurses can play a crucial role in helping
patients to engage in behaviours that affect their health in a
positive way. However, studies in western countries show limited
attention in chronic care consultations towards emotional and
social consequences of chronic illness (Elissen et al., 2013; Mulder
et al., 2015). Although systematic screening for psychological
problems is recommended in international guidelines (IDF Clinical
Guidelines Task Force, 2012), the primary focus of diabetesconsultations is on somatic aspects, medication and lifestyle
issues (Elissen et al., 2013).
In order to realise a shift towards a biopsychosocial approach in
diabetes care, nurses in Dutch family medicine were taught to
detect patients who perceived a burden of diabetes in their daily
functioning and with symptoms of emotional distress, and to
provide self-management support when needed. The number of
patients who were detected by the nurses were strikingly small.
This could be ascribed to limitations in the nurses’ detection skills,
but also to the extent to which the biopsychosocial approach met
the needs of the patients. The need to further explore patients’
perceptions as consumers of care is increasingly recognized in the
literature since patient satisfaction has been linked to patient
compliance and clinical outcomes. (Halcomb et al., 2013). Research
showed that greater clarity around the role of the nurse may
enhance the acceptability of a nurse-led intervention (Halcomb
et al., 2013). In this regard, we questioned whether patients in our
study were ready to disclose their emotional and social problems
to the practice nurse as they may have been socialized ‘into the role
of passive subjects of surveillance’ due to somatic-oriented
consultations (Chew-Graham et al., 2013). Their awareness of
the importance of self-management, and their own sense of
responsibility seems to be low, at least according to health
professionals (Raaijmakers et al., 2013).
This paper aims to improve our understanding of patients’
readiness to discuss psychosocial issues with nurses in the context
of a medically-shaped diabetes consultation. We formulated the
following research question: How do patients experience their
current diabetes care, and what are their perspectives on a
biopsychosocial care approach delivered by nurses during routine
diabetes consultations?
2. Methods
2.1. Design of the study
We used a mixed methods design (Greene et al., 1989) to obtain
a comprehensive understanding of patients’ perspectives on
biopsychosocial diabetes care. The study used an exploratory-
sequential approach (Edmonds and Kennedy, 2013), in which
qualitative data collection was followed up by quantitative data
collection. First, in-depth interviews were conducted and analysed.
The subsequent quantitative phase aimed to further explore
associations between perspectives on diabetes care and patient
characteristics among a larger group of patients. This mixed
methods study was part of a larger research project that was aimed
at implementation of biopsychosocial self-management support in
routine diabetes care (Van Dijk-de Vries et al., 2013). This larger
study included a process evaluation and a pragmatic cluster-
randomized trial (‘SMS trial’) in which patients who received
diabetes care from nurses trained in the biopsychosocial self-
management support approach were compared with patients who
received usual care (Van Dijk-de Vries et al., 2015).
2.2. Study setting
The study has been conducted in the Dutch primary care
setting, in which most patients with type 2 diabetes mellitus have
quarterly consultations of 20–30 min with practice nurses in the
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monitor the care of patients with chronic diseases. They work
under supervision of general practitioners (GPs), which means that
they cannot refer patients or prescribe medicines without
permission of a GP. The care is based on evidence-based guidelines,
and on national guidelines regarding the content, organization and
quality of integrated diabetes care (Netherlands Diabetes Federa-
tion, 2007; Rutten et al., 2013; Struijs et al., 2012).
A regional group of family practices in the south of the
Netherlands implemented a nurse-led Self-Management Support
(SMS) intervention in routine diabetes consultations. (Van Dijk-de
Vries et al., 2013) SMS included both the detection and self-
management support of patients with psychosocial problems. To
identify eligible patients, nurses verbally administered the Daily
Functioning Thermometer, which is a VAS-scale measuring
patients perceived burden of diabetes in daily life, and the Distress
Screener (Braam et al., 2009; Van Dijk-de Vries et al., 2013).
Patients with score > 4 on the Daily Functioning Thermometer and
score > 3 on the Distress Screener were provided self-management
support, based on problem solving and reattribution techniques.
2.3. Methods 1: qualitative phase
2.3.1. Participants
The qualitative phase of the study included diabetes patients
who would be eligible for the nurse-led self-management support
due to a perceived burden of diabetes in daily functioning and
symptoms of emotional distress. We used a purposive sampling
method. Patients were recruited from March till May 2012. We
tried to achieve variation in terms of patients’ age, sex and duration
of diabetes. Some of the patients were detected by the nurses
during routine consultations. If they showed interest, a trained
interviewer (SJ) contacted them by means of an information letter
and phone call. We also selected participants of the SMS trial with
score > 4 on the Daily Functioning Thermometer and score > 3 on
the Distress Screener at the 4-months follow-up measurement, but
who were not detected by the nurses during the routine diabetes
consultations. These patients were directly phoned by the
interviewer to ask for participation in an interview.
2.3.2. Data collection
Twelve semi-structured in-depth interviews, which took
45 min on average, were conducted at the patients’ homes. An
interview guide was used to ensure that the following topics were
discussed: patients’ experienced burden of diabetes, their per-
spectives on diabetes consultations in general, and their attitudes
towards psychosocial care provided by practice nurses. Prior to an
interview, information was given about the objectives of the study.
Participants gave oral informed consent for the audio-taped
interview. They were assured that the interview data would be
dealt with confidentially and that the practice nurse or GP would
not be informed about the content of the interview. All interviews
were transcribed verbatim.
2.3.3. Data analysis
The interviews were analysed using qualitative content analysis
(Graneheim and Lundman, 2004). The first step consisted of
reading the transcripts, after which a process of condensation and
abstraction started. Codes were assigned to meaningful words or
sentences of the participants. Two researchers (SJ and AD) coded
the data independently. Coding discrepancies were discussed until
consensus was reached. The next step was to look for connections
between the codes. A process of reflection and discussion resulted
in agreement about the way to sort the codes into categories. These
categories were clustered into key themes that reflected the
underlying meaning of the categories. Discussions in the researchteam took place after interviews 4, 8, 11 and 12. After the 11th
interview, data saturation was reached as no new codes emerged
from the data.
2.4. Methods 2: quantitative phase
2.4.1. Data collection
Based on the qualitative phase, a short questionnaire was
developed to explore the findings among a larger group of patients.
Statements were formulated which reflected the patients’
perspective and covered all the categories that arose from the
interviews. Statements were checked and fine-tuned by the
members of the research team regarding the face validity of the
questionnaire. This development process resulted in a 14-item
questionnaire. We used 5-point Likert scales, with 1 indicating
‘totally disagree’ and 5 indicating ‘totally agree’, to measure
agreement with these statements.
2.4.2. Participants
The questionnaire was distributed by mail among all partic-
ipants of the SMS trial (n = 264). The participants had in common
that they had all been found to have psychosocial problems, as
their scores on the self-administered screening questionnaire at
the start of the trial indicated a perceived burden of diabetes in
daily functioning and symptoms of emotional distress. The
questionnaire was added to the 12-months follow-up measure-
ment.
2.4.3. Data analysis
The quantitative data were analysed using IBM SPSS Statistics
version 21.0 for Windows (Corp, 2012). Descriptive statistics were
used to describe the outcomes for each statement. For the purpose
of subgroup analysis, we reduced the 14-item questionnaire to a
smaller subset of meaningful components by means of a principal
component analysis with varimax rotation. Loadings above 0.50
were considered to be clearly related to the factor. We also used
Cronbach’s alpha as an indicator of the internal consistency of a
factor. The process was iterated until a subset of items was
obtained showing a consistent and interpretable factor structure.
For each respondent, an individual scale score was obtained by
calculating a mean score for the factor items. Missing values were
imputed by the median of that item. Some items were reverse-
coded to ensure that a higher score could be interpreted as more
openness towards psychosocial care. The results were presented as
dichotomized scores (high/low mean composite score). Patients
with predominantly low scores on a factor (mean score below 3)
were allocated to the ‘low group’. We used Pearson chi-square tests
to test for differences in patients’ composite score with regard to
the training of practice nurses in SMS, patients’ psychosocial
problems at the time of measurement, sex, age, and duration of
diabetes. The robustness of all findings was checked by means of
linear regression analyses and independent t-tests.
3. Results
3.1. Qualitative phase
The five women and seven men who were interviewed were
aged 51–81 years, with a mean age of 65 years (see Table 1). The
mean time that had elapsed since they were diagnosed with
diabetes was 11 years. The sample included patients from seven
nurses. Six of nine patients who were invited by these nurses
refused to participate due to lack of interest, lack of time, or not
feeling comfortable with an interview. Two of the 11 patients who
were approached directly by the interviewer refused to participate
because of lack of time.
Table 1
Characteristics of interview participants (n = 12).
Respondent Sex Age (years) Duration of DM2a (years)
1 F 71 15
2 M 72 13
3 F 81 20
4 M 66 36
5 M 62 4
6 M 53 6
7 F 67 15
8 M 70 2
9 M 74 10
10 F 51 5
11 F 57 2
12 M 62 3
a Number of years after the diagnosis of diabetes mellitus.
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addressed: the aims of routine diabetes consultations and how
patients prepare themselves for consultations, their perceived
emotional and social burden in daily functioning, and the patients’
perspective on discussing these issues with nurses.
Participants regarded a diabetes consultation as a routine
check-up for their diabetes. They described evaluation of
biomedical measurements as the primary aim of these check-
ups. This was summarized by a respondent as follows: ‘The blood
sampling., what are the outcomes? That’s just the key point of the
consultation. And then . . . afterwards asking some questions. About
experiencing symptoms and about something that may be related to
my diabetes. Just to talk with her for a moment about these issues.’
Some especially liked to receive feedback on how well they were
managing their disease. They appreciated getting advice regarding
their diabetes management, thereby referring to biomedical
parameters, medication and lifestyle issues. The extent to which
participants prepared themselves for a consultation differed. Some
said that they came to a routine check-up without preparation,
while others drew up a list of specific questions beforehand. A few
participants seemed to assume that the issues that can be
discussed in diabetes consultations are restricted to diabetes-
related physical topics, as illustrated by the following quote:
‘Recently I ordered a book about diabetes, and it mentioned erectile
dysfunction and so on. I thought, well, they mention it, so it is okay to
talk about this issue with her. I didn’t know that, I wasn’t aware that it
could be related to diabetes.’
The nurses’ interest in patients’ general well-being was
appreciated. Frequent visits and taking time for ‘just a chat’ were
mentioned as facilitators of a good relationship with the nurse.
None of the participants actively referred to a dialogue about the
impact of diabetes on their daily functioning as a specific
component of diabetes consultations. In this regard, some
participants found it difficult anyway to define the burden of
diabetes, since problems could also be ascribed to their physical
condition in general, their age and/or another chronic condition.
Patients with multimorbidity often regarded the other conditions
as having more impact on their daily functioning than the diabetes.
Participants were confronted with several kinds of psychosocial
issues in their daily functioning, like worries about other people,
financial problems or specific life-events. Worries about poor
diabetes control were not mentioned during the interviews. A few
participants referred to a possible negative influence of emotional
distress on diabetes control, since the nurse had stressed this.
‘When I have feelings like distress, sadness. She said, I need to talk
about it, I need to tell my story. Because it affects the diabetes.’
The interviewer explicitly asked patients if they would
appreciate a discussion of psychosocial problems during a diabetes
consultation. The response of those who had experienced the self-management support by the practice nurse was positive. Other
participants were surprised and wondered what they could expect,
as illustrated by the following quote: ‘What do you mean? What
should I expect, that she can empathize with me, or something like
that?’ Some changed their attitude during the interview, from
negative to positive, towards discussing psychosocial problems
during the diabetes consultation with the practice nurse. ‘I think I’d
like to discuss that [concerns about erectile dysfunction] . . . maybe
with a doctor? I should raise the subject with the practice nurse, I
think. I think I’d dare to talk about it, that you [the interviewer] were
here and I spoke with you about it.’
Several barriers were mentioned regarding a discussion about
psychosocial problems with a practice nurse. Some preferred to
discuss mental health problems with their GP rather than the
nurse. Several participants said that they do not easily share
worries or do not want to burden others with their problems. Two
participants stated their inability to discuss psychosocial problems
in the presence of a third person (i.e. partner, relative). Two men
with diabetes-related sexual problems reported barriers to
mentioning the consequences of these sensitive issues to a female
nurse. Direct questions regarding this subject would be helpful,
they stated. Others confirmed the need to get direct and clear
questions about their psychosocial well-being.
3.2. Quantitative phase
Based on the interview findings,14 statements were formulated
to reflect patients’ perspective on a routine diabetes consultation
and the role of the practice nurse therein (see Table 2). This
questionnaire was completed by 223 participants of the SMS trial.
We excluded ten patients who had participated in the qualitative
phase of the study, due to the potential influence of the interview
on their perspectives on diabetes care. Another eight patients were
excluded due to missing values for more than half of the 14 items.
Data analysis included 86 patients who had received care from
nurses trained in SMS, and 119 patients of nurses not trained in
SMS. Patients’ demographic characteristics are summarized in
Table 3.
The outcomes of the 14-item questionnaire are summarized in
Table 2. Patients’ perspectives on diabetes consultations were
mainly positive. More than 90% of our sample valued being
checked for general well-being regarding their diabetes, and
reported that the nurse had provided valuable counselling on their
daily functioning. About three quarters of the respondents would
consider in advance what they were going to discuss during a
consultation. Patients’ beliefs about the purpose of diabetes
consultations showed some variation. Forty-two percent of the
respondents agreed that a diabetes consultation is only intended to
discuss medical issues of diabetes, while 34% disagreed.
More than 90% of the patients agreed that their practice nurse
takes enough time to listen during a consultation. Questions about
the burden imposed by their diabetes on their daily functioning at
each consultation should be asked by nurses, according to two
thirds of the sample. However, the benefits of discussing
psychosocial issues with a practice nurse are not clear for
everyone. A number of 56 respondents (28%) agreed that it is
useless to discuss psychosocial issues with the practice nurse, as
she cannot do anything about it. Nevertheless, half of these 56
respondents also stated that they would mention emotional
problems to their practice nurses. Emotional problems would not
be mentioned by 28% of the sample. Worries about poor diabetes
control were recognized by 68% of the sample. Half of the
respondents agreed that emotional problems negatively affected
their diabetes management. With regard to discussing psychoso-
cial issues, one third of the sample would prefer a discussion with
their GP. Direct questions about emotional well-being asked by the
Table 2
Outcomes on 14 statements to measure patients’ expectations and attitude towards a psychosocial approach in routine diabetes consultations (n = 205).
Statement N Meana SD
1 A diabetes consultation is an important moment for me, as this is when I find out how my diabetes is developing. 205 4.58 0.693
2 My practice nurse provides good guidance on dealing with my diabetes every day. 204 4.40 0.828
3 Before I go to the diabetes consultation, I think about the issues I want to discuss. 205 3.94 0.948
4b A diabetes consultation is only intended for discussing issues that have to do with the physical consequences of diabetes. 200 2.89 1.190
5 My practice nurse takes enough time to listen closely to what I have to say. 201 4.38 0.697
6 Each diabetes consultation should include a question about the problems my diabetes is causing me in my everyday life. 203 3.84 0.900
7b It’s not much use discussing emotional problems with the diabetes nurse, as she is not in a position to do anything about them. 203 3.21 1.181
8 I tell the practice nurse about it when I have emotional problems (such as gloominess, stress or loneliness). 204 3.88 0.995
9 I worry about it if I can’t sufficiently control my diabetes. 204 3.76 0.950
10 I find it harder to sufficiently control my diabetes when I’m having emotional problems. 204 3.46 0.954
11b When I’m feeling down, I’d rather discuss it with my GP than with the practice nurse. 204 2.97 1.247
12 I would appreciate it if the practice nurse would take the initiative to ask me if I have any emotional problems. 205 3.77 0.962
13b I find it hard to talk to the practice nurse about my worries and anxieties. 202 3.22 1.168
14 I have enough relatives and friends around me to support me when I’m having a difficult time. 203 3.79 1.019
a Based on 5-point Likert scales, with 1 indicating totally disagree and 5 indicating totally agree.
b Items reverse-coded (1 indicating totally agree and 5 indicating totally disagree) such that a higher score indicates a more open attitude towards psychosocial care from
the practice nurse.
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Thirty percent reported that they found it difficult to share their
worries and fears with the practice nurse. Regarding the
availability of social support, 68% of our sample reported that
they would get social support from family and friends when they
experienced difficulties in their daily lives.
Based on the principal component analysis, in which items 1, 2
and 5 were not included as they were left-skewed, we identified
one consistent composite variable of items 4, 7, 11 and 13. This
composite variable, with a Cronbach’s alpha of 0.74, was labelled
‘Patients’ attitude to discussing psychosocial problems in a
diabetes consultation’. It represents patients’ beliefs about the
purpose of a diabetes consultation, difficulties of talking about
emotional issues with the nurse, the extent to which patients
preferred to receive psychosocial care from their GP, and their
expectations of the nurses’ support. A mean composite score below
3, indicating a predominantly negative attitude, was found in 85
patients (42%). Examination of the composite measure, as
presented in Table 4, showed a significant association between
age and patients’ attitude (p < 0.05). It indicates that patients aged
65 years or younger had a more positive attitude to discussing
psychosocial issues during a diabetes consultation than patients
older than 65 years. We found no statistically significant
associations between patients’ attitudes and whether or not their
nurses had been trained in SMS. Furthermore, no significant
associations were found with patients’ current psychosocial
problems, sex and time since diagnosis.
4. Discussion
The aim of the present study was to examine patients’ readiness
to discuss psychosocial issues with nurses in the context of a
medically-shaped diabetes consultation. The two phases of ourTable 3
Demographic characteristics of patients participating in the questionnaire survey (n = 2
Characteristic Total
(n = 205)
Gender Female 98 (47.8) 
Age Mean age in years (SD) 66 (9.4) 
Duration of diabetes Mean duration in years (SD) 10.0 (7.0)
Highest level of
education
Primary school or pre-vocational education 144 (70.2
Upper secondary general or vocational education 40 (19.5) 
Higher professional education or university
education
14 (6.8) 
Missing 7 (3.4) mixed methods approach yielded complementary results. Our
qualitative findings emphasized that patients currently visit the
practice nurse for the biomedical aspects of diabetes management
and are not used to being questioned about psychosocial problems.
The subsequent quantitative analysis indicated a positive attitude
of patients towards the ideal of integrated care, i.e. attention for
biomedical as well as emotional and social challenges in their
everyday lives. Patients older than 65 years perceived more
barriers to discussing psychosocial problems with the nurse than
younger patients. Patients’ attitudes appeared to be independent
from their nurses having been trained in SMS or not.
Our study emphasized patients’ expectations as a determining
factor for successful integration of a biopsychosocial self-manage-
ment approach in routine diabetes care. Since patients expect care
for the biomedical aspects of diabetes, it challenges the accept-
ability of collaborative care initiatives in which mental health care
is an integrated part of chronic care management (Bentley et al.,
2016; Knowles et al., 2015). Other studies in the European primary
care setting also indicate that patients expect a medical approach
in routine consultations. For example, Swedish patients with
diabetes, who were interviewed about the role of the nurse
practitioner, expected advices regarding their medical manage-
ment tasks. They did not report psychosocial aspects in this regard
(Grund and Stomberg, 2012). A qualitative study in the UK found
that patients with somatic chronic conditions did not expect their
GPs to play a role in, or have the capacity to provide help with
emotional problems in situations like bereavement or relationship
breakdown (Alderson et al., 2014a).
Our findings agree with other studies that showed that patients’
satisfaction with nurse-led care is high, and that patients value the
nurses’ clinical and medical knowledge (Jakimowicz et al., 2015;
Laurant et al., 2005). According to a review of qualitative research,
the approachability of a nurse, an informal environment, and the05) Values are numbers (percentages) unless stated otherwise.
Patients of PNs trained in SMS
(n = 86)
Patients of PNs not trained in SMS
(n = 119)
42 (48.8) 56 (47.1)
65 (10.5) 66 (8.5)
 10.5 (8.0) 9.5 (6.2)
) 60 (69.8) 84 (70.6)
19 (22.1) 21 (17.6)
4 (4.7) 10 (8.4)
3 (3.5) 4 (3.4)
Table 4
Outcomes of Pearson chi-square test for the composite score ‘Patients’ attitude towards discussing psychosocial problems in a diabetes consultation’.
Number of patients % with a
positive attitude towards discussing
psychosocial problems in a
diabetes consultation
P-value
Type of diabetes care 0.125
Nurses trained in SMS 86 52%
Nurses not trained in SMS 119 63%







65 years 95 67%
>65 years 110 51%
Diagnosis of diabetes 0.910
5 years ago 59 60%
>5 years ago 133 61%
a At time of measurement, according to the screening criteria of the SMS study.
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perceived to be helpful to be more open to a nurse (Jakimowicz
et al., 2015). However, patients can be positive about the idea of
case-finding for depression and at the same time do not feel that
the chronic disease review is an obvious place for them to discuss
mood issues (Alderson et al., 2014b). Another recent study found
that patients preferred a separate space to discuss mental health
problems (Knowles et al., 2015).
4.1. Strengths and limitations
The strength of our study is that we started with in-depth
interviews to explore patients’ experiences with current diabetes
care and their perspectives on the role of the nurse in diabetes
consultations, and further explored our findings by means of a
structured questionnaire distributed among a larger sample
consisting partly of patients who had been exposed to the
psychosocial SMS approach and partly of patients who had not.
The sample consisted of patients who perceived a burden of
diabetes in daily functioning and emotional distress and/or had
experienced these problems in the last year according to written
screening outcomes. This screening was conducted in a diabetes
population of more than 3500 patients, of whom 20% met the
eligibility criteria for the self-management support (Van Dijk-de
Vries et al., 2015). We believe that this was an adequate sample to
further understand patients’ readiness to discuss psychosocial
issues in nurse-led medical encounters. There may have been some
selection bias as participants had already responded on the
screening questionnaire and thereafter gave informed consent for
follow-up measurements. Patients who are open for participation
in research might also be more open to question of the nurse about
their psychosocial functioning.
In developing our questionnaire, we stayed close to the findings
of the qualitative analysis to ensure that it would represent all
facets that were found to be crucial regarding patients’ readiness to
discuss psychosocial issues in diabetes consultations. It was aimed
to further explore our qualitative findings among a larger group of
patients. We are aware that the development of a valid and reliable
tool requires more rigorous steps. Consequently, the outcomes of
the quantitative phase should be interpreted with caution.
Our quantitative analysis did not show significant differences
between patients who received care from nurses trained in SMS
compared to patients from non-trained nurses. This could be
ascribed to problems with the integration of SMS into daily
practice, as well as to the period of time that professionals andpatients need to change their roles and expectations (Alderson
et al., 2014b).
4.2. Implications
A requirement for successful integration of a biopsychosocial
care approach in routine diabetes care is the identification of
patients who need support in their emotional and social self-
management tasks. Given that patients were mainly positive about
their current diabetes care in both parts of our study, it is unclear to
what extent they perceive a need for systematic attention being
given by a nurse to difficulties in their psychosocial functioning.
One may question to what extent nurses should be involved in the
detection of psychosocial problems during diabetes check-ups
when patients do not take the initiative. However, monitoring of
well-being during routine visits fits in with a holistic approach,
which is in theory seen as inherent to the care approach of primary
care providers (The Dutch College of General Practitioners (NHG),
2011). As we found in this study, a challenge is the exclusively
disease-focused context in which detection of psychosocial
problems for the purpose of providing self-management support
needs to be integrated. It calls for socializing health professionals
in an integrated care approach and changing the chronic care
context in such a way that patients are informed and enabled to
express psychosocial problems. Both professionals and patients
will need time to get used to this integrated care approach. As our
study suggests that not all patients with poor diabetes control feel
inclined or even feel not interested to express psychosocial issues
during a consultation, further research is needed on how patients
who could benefit from a psychosocial self-management inter-
vention can be identified during routine consultations.
5. Conclusion
Patients see their practice nurses as specialized biomedical
diabetes managers. Their expectations regarding nurse-led diabe-
tes consultations are particularly related to the biomedical aspects
of diabetes. As a consequence, patients would not feel inclined to
raise the subject of psychosocial problems, although they have a
positive attitude towards an integrated care approach. A decision
by policy makers, health insurers and health professionals to
incorporate systematic detection of psychosocial problems in
nurse-led diabetes consultations requires endeavours to inform
patients and help them change their expectations and behaviours
towards an integrated self-management approach.
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